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Message from the VA National Transplant Program Office:
Congratulations to Tennessee Valley Health Care System Transplant Team
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HEY VAl HAVE YOU HEARD? The Tennessee Valley Healthcare System (TVHS) Transplant
Team reached a milestone on June 10, 2004, by performing the 3000th kidney transplant since
the program began in 1962. The transplant recipient, referred from the Gainesville, FL., VAMC,
had been waiting for more than two years for a kidney and was on dialysis for four years. He
celebrated his 66th birthday just seven days after the transplant. Although the veteran was
concerned about the possibility of not getting a kidney because of his age, Dr. William A.
Nylander, Jr., Chief of Surgical Services and head of the kidney transplant team, stressed that
age is not a factor in renal transplant. For more than a quarter century, TVHS and Nashville’s
Vanderbilt University Medical Center have collaborated in organ transplants and have become
one of the largest programs in the United States. TVHS is one of the referral centers for all organ
transplants for VA medical centers around the nation.
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Submitted by Joseph Awad, M.D., and Pam Hale, R.N. !_ =~
Tennessee Valley Health Care System —Transplant Center, Nashville, TN ﬂ\\‘ ‘

» Cancer diagnosis for which there is a greater than 90% survival for 5 years with treatment
should be discussed with the Transplant Center.

» Skin Cancer, except melanomas, can be referred after treatment.

» Invasive Cancer with positive lymph nodes and possible poor outcomes must be Cancer
free for a minimum of 3 years, but usually 5 years.

« The above can include Breast, Colon, Prostrate, Uterine, Melanoma’s and Lung Cancer.

+ Patients with a diagnosed or suspected Hepatocellular Cancer (HCC) need rapid work up
and referral.

» Patients listed for transplant with HCC need chest and abdominal CT’s and AFP’s, every
three (3) months.

* With pending changes in the United Network for Organ Sharing (UNOS) criteria for HCC
patients, we recommend discussion with the Transplant Centers.

» Patients post transplant for HCC must have follow-up medical evaluations every six (6)
months for at least a year. An evaluation every 2 to 3 years is optimal.

é\&! Ei Fulminant Hepatic Failure (FHF): High Incidence of
L — Herbal Supplement Use

A.M.H. Busch, J. Estes, D. Stolpman, A. Olyaei, J. M. Ham, J. Schwartz, S.L. Orloff
Portland VA Medical Center & Oregon Health and Science University
Background
Herbal supplement use is on the rise in the United States despite a dearth of research regarding efficacy
and toxic side effects. In addition, herbal and dietary supplements are not required to undergo U. S.
Food and Drug Administration (FDA) scrutiny.

Purpose
To establish the incidence and outcomes of potentially hepatotoxic herbal and dietary supplement use in
the fulminant hepatic failure (FHF) patient population at our institution.

Method
A retrospective electronic and hard copy chart review was obtained for all patients referred to the Liver
Transplant Service for FHF from January 2001 through October 2002 (n=20). FHF was defined as onset
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of encephalopathy within eight weeks of onset of jaundice in the absence of preexisting liver disease.
Potentially hepatotoxic supplements were defined as those with previous published reports of hepatic
injury related to their use.

Results

Ten patients (50%) had recent use of potentially hepatotoxic herbs or dietary supplements; ten had no
history of herb or dietary supplement use. In the supplement group, seven patients (70%) had no other
identified risk factors for FHF. Six patients in the supplement group and two patients in the non-
supplement group underwent orthotopic liver transplantation (OLTx). Five patients in each group died.
There was no significant difference in transplantation rate (p=.075) or survival (p=1.00) between
supplement and nonsupplement groups. The single greatest etiologic factor for FHF during this period
was supplement use alone; acetaminophen (n=5) was the next most common factor.

Implication for Practice

The most common etiologic factor for FHF in our patient population during the study period was herb and
dietary supplement use although the patients in the study seemed unaware of the potential toxic effects
of the substances. More education regarding the potential adverse health effects of herbs and dietary
supplements needs to be provided to health care providers and consumers. In addition, increased
regulatory oversight of these substances should occur.

Learning Objectives

The participant will be able to:
1. Discuss the most common etiologic factors of FHF.
2. Discuss the outcomes of patients with FHF due to herb and supplement use compared to
other etiologic factors.

References
» Favreau, J.T., Ryu, M.L., Braunstein, F., Orshansky, G., Park, S.S., Coody, G.L., Love, L.A,,
Fong, T.L. (2002). Severe hepatotoxicity associated with the dietary supplement Lipokinetix.
Annals of Internal Medicine, 136(8), 590-595.
» Parkman, C.A. (2002). CAM trends. Another FDA warning: Kava supplements. Case Manager,
13(4), 26-27.

Important Documentation Required in a Transplant Referral Process:
(check website for copies: http://vaww.va.qgov/transplant)
1. Referral Form  Front Back

SPLANT REFERRAL FORM
o primary VAN to

PART 1 (All secsions of Pare | muse by the primary VAMC]
[ = e I = e o LN = B =

See attached lefter

T 100390 Er T T =T




2. Requirements for a Liver Transplant

Livar Transpiant Referral Packst Chacklist Used By VACO
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3. Requirements for a Kidney Referral.

Kidney Transplant Referral Packet Checklist Used By VACO

COMMENTS
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Note the New
Changes in the
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Checklists:

Changes July 2004

4. Requirements for a

Heart/Lung/BMT
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T
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Templates Available: Check website: http://vaww.va.gov/transplant

e SOCIAL WORK ASSESSMENT FOR TRANSPLANT CANDIDATES
e MENTAL HEALTH ASSESSMENT FOR TRANSPLANT CANDIDATES
e VA PHYSICIAN SUMMARY LETTER SAMPLE


http://vaww.va.gov/transplant

Living Kidney Donation: Prevalence and Etiology of Potential Donor

Anthony J. Langone, Internal Medicine/Nephrology, Vanderbilt University, Nashville, Tennessee, United States and
Surgery/Renal Transplantation, Vanderbilt University, Nashville, Tennessee and Nephrology, Nashville VA Medical Center,
Nashville, Tennessee

In 2001, for the first time in history, living donors out numbered cadaveric renal donors. In order to better
understand the prevalence and variety of subclinical illnesses in what are considered “healthy”
volunteers, we retrospectively reviewed the renal donor evaluations of all patients between July 2001
and May 2003. There were 277 total donor evaluations performed at the Vanderbilt University Medical
School and the Nashville Veteran Affairs Hospital. 94 patients (41%) were turned down from donation
for one of more than 17 categorical reasons. The reason for rejected patients are: hypertension 28.7%,
wouldn’t accept risks/changed mind 17%, glucose intolerance/diabetes 11.7%, low GFR 10.6%,
macroproteinuria 4.3%, obesity (BMI>45) 4.3%, infectious hepatitis 3.2%, NSAID/alcohol abuse 3.2%,
bilateral nephrolithiasis 3.2%, mass/cancer 2.1%, medullary sponge kidney 2.1%, anatomy (solitary
kidney/>2 bil. vessels) 2.1%, cystic kidney diseases 2.1%, recurrent UTI's 1.1%, coercion 1.1%, severe
liver disease 1.1%, psychiatric 1.1%.

Despite a prescreening history obtained by a coordinator before a patient is formerly evaluated, a high
percentage of patients failed the evaluation. In particular, screening for hypertension is essential for it
appears to carry a high prevalence in our unsuspecting donor pool. Although some patients were
significantly hypertensive and easily excluded, others had “borderline” blood pressures that were later
proven to be hypertensive by 24 hour ambulatory blood pressure monitoring or evidence of left
ventricular hypertrophy by EKG and/or echocardiogram.

Diligence is screening patients with a strong family history of diabetes (>2 primary members with
diabetes) or evaluated random glucose levels with oral glucose tolerance testing, is also essential.
Lastly, we recommend screening 24 hour urine collections. Four patients who had low glomerular
filtration rates had normal serum creatinines and an acceptable glomerular filtration rate when
calculated by Crockoft-Gault estimation.

B Effects of diabetes and cadaveric organs on functional performance and

health-related quality of life after kidney transplantation.

The American Journal of Surgery (2003): 186:535-539

A. Tarik Kizilisik, M.D., Irene D. Feurer, Ph.D., David H. VanBuren, M.D., Paul Wise, M.D., Denise Van Buren,
L.C.S.W., Jeanne Hopkins, R.N., Jackie Ray, R.N., William Nylander, M.D., David Shaffer, M.D., J. Harold
Helderman, M.D., Anthony J. Langone, M.D., Theodore Speroff, PhD., C. Wright Pinson, M.D., M.B.A.
Vanderbilt University Transplant Center, Nashville, Tennessee and Division of Nephrology, Nashville VA
Medical Center, Nashville, Tennessee.

Renal transplantation is a therapeutic option for end stage renal disease which prolongs survival
and positively impacts quality of life parameters. This study identified factors specific to kidney
transplantation that are associated with post-transplant functional performance (FP) and health-
related quality of life (HRQOL). FP improved after kidney transplantation at 0,3,6, and 12 months.
Patients receiving organs form living donors showed continued improvement through post-transplant
year 1 while those with cadaveric organs stabilized at 6 months. Patients receiving dialysis therapy
for 6 months or more prior to transplantation demonstrated lower SF-36 post-transplant physical
component scores in comparison with patients who were transplanted preemptively. Pre-existing
diabetes mellitus has a negative effect upon outcomes and HRQOL after transplantation by limiting
FP. Diabetic complications in other organ systems and infectious complications associated with
diabetes diminish patient survival.



e Urinary Tract Infections Increases the Risk of Mortality after Renal

Transplantation: American Transplant Congress: Peale Chuang, M.D., Jacqueline Ray,
R.N., MBA, Beatrice Edmundson, FNP, Kristen Heins, Elizabeth Bleecker, Chirag Parikh, M.D, PhD., and
Anthony Langone, M.D., Division of Nephrology and Hypertension, Vanderbilt University, Nashville,
Tennessee, Division of Renal Diseases and Hypertension, University of Colorado, Denver, Colorado and

Division of Nephrology, Nashville VA Medical Center, Nashville, Tennessee.

A retrospective cohort study was conducted on adult patients who received renal transplants at
Vanderbilt University Medical Center and Nashville VAMC from January 1996 to January 2003.
Primary outcome was the diagnosis of urinary tract infections (UTI) based on positive urine cultures
and secondary outcomes were renal graft function and patient mortality.

Conclusions: UTlI's are associated with an increased risk for mortality. Renal transplant patients at
high risk for UTI's or those with a high risk for pathogens or recurrent UTI's may benefit from
antibiotic prophylaxis. Future studies should address whether prevention of UTI's may decrease
post-transplant mortality.

Risk Factors for Post-Transplant Urinary tract Infections:

Risk Factor Odds ratio 95% Confidence Interval
Female gender 5.8 3.79-8.89
Age 0.02 per year 1.01-1.04
Reflux kidney disease (pre) 3.0 1.05-8.31
Imuran 1.9 1.02-3.58
Cadaveric donor 0.67 0.45-1.00

e A Father, Lost and Found:
M. Renkl: Ladies Home Journal, August 2004:
Story of a Living Kidney donation (daughter) to the Father recipient at Nashville VA Hospital.

B Living Donor Kidney Transplantation in a VA Medical Center:
AT Kizilisik, J. Ray, B. Edmundson, S. Shaffer, WA Nylander, TA Langone, JH Helderman, VAMC,
Nashville, TN.
Between 1963 and 2003, 640 kidney transplants were performed at Nashville VAMC. Of these
134 (21%) were from living related donors. The % of living donors increased 7% between 1963
and 1983 to 33% between 1984 and 2003. In the last 6 years, the number of living donor kidney
transplants surpassed deceased donor kidney transplants. Patient and graft survival was 79%
and 58% between 16 months and 11 years after living donor transplants (1963-1983). Currently
one-year survival is 97% and graft survival is 94%. Leading causes of death are cardiac and
malignancy with a functional graft, followed by infections. Living donors represent a valuable
resource and provide an additional supply of organs.

o Living Donor Kidney Transplantation in a VA Medical Center:
AT Kizilisik, J. Ray, B. Edmundson, S. Shaffer, WA Nylander, TA Langone, JH Helderman, VAMC,
Nashville, TN.
Between 1963 and 2002, 614 renal transplants were performed at Nashville VAMC. In this 40
year experience, living transplants increased from 9% (1963-83) to 31% (1984-2002). One year
patient and graft survival (72.5%, 50%) increased to 95%, 88% in 1984-2002. Current
immunosuppressive maintenance regimens consist of Tacrolimus, Mycophenolate Mofetil and
Prednisone with Thymoglobulin or Simulect and SoluMedrol induction. Rejection rates have
also decreased from 43% for cadaveric liver to 21% for living donor to 10%. These results are
comparable to non-VA Transplant Centers and shows that renal transplantation offers the
veteran patient with ESRD a safe, cost effective and effective alternative to dialysis with
increased quality of life.



Dr. Thomas Cacciarelli, Chief of VA Pittsburgh Healthcare System
Transplant Surgery Program, is Named a Finalist for the 2004 Service to
America Medal

The 2004 Service to America Medals finalists were recently announced on Capitol
Hill and praised for their dedication to the federal civil service. Dr. Thomas
Cacciarelli, Chief of Transplant Surgery at the Department of Veterans Affairs,
Pittsburgh Health Care System (VAPHS), is one of the finalists for the Social
Services Medal.

Dr. Thomas V. Cacciarelli has been a transplant surgeon at VAPHS since 1999 and

the Director of Transplantation since 2002. Dr. Cacciarelli resigned from the
University of Pittsburgh to accept a full time appointment as a transplant surgeon at VAPHS so that he
could facilitate an independent United Network for Organ Sharing Charter for Transplantation. He has
performed more than 50 organ transplants since joining VAPHS.

Rabies Infections in Organ Donor and Transplant Recipients?
Morbidity and Mortality Weekly Report (MMWR) Vol. 53 2004 and MEDSCAPE
from Web MD (7/23/2004)

By Marianne Mathewson-Chapman PhD, ARNP /l "

CDC has reported rabies as the cause of encephalitis in an organ donor and three organ recipients in
Dallas, Texas (July 1, 2004). Officials in Alabama, Arkansas, Oklahoma and Texas began public health
investigations to identify donor and recipient contacts, access exposure risks and provide post exposure
prophylaxis (PEP). The organ donor was an Arkansas man who was bitten by a bat, and who visited
two hospitals in Texas with severe mental status changes and a low-grade fever. Imaging studies
identified subarachnoid hemorrhage, leading to coma and death within 48 hrs of his admission. Donor
eligibility screening and testing did not reveal any contraindications to transplantation and the family
agreed to organ donation. Lung, kidneys and liver were recovered from the donor. The liver and
kidneys were transplanted into three recipients on May 4 at a transplant center in Texas. The lungs
were transplanted in a patient in an Alabama Hospital who subsequently died of intraoperative
complications.

On July 7, CDC was notified of a liver transplanted patient with ESLD, who died of encephalopathy in
June after a May transplant. Initially the liver transplanted patient did well after surgery and was
discharged home on day 5. Twenty-one days after transplant, the patient was re-admitted with tremors,
lethargy and anorexia. He was afebrile. His neurological status deteriorated rapidly within 24 hrs and
was intubated and received critical care support. He had neurological abnormalities leading to seizure,
coma and death. Pathologists identified intracytoplasmic inclusions, suggestive of rabies in brain
neurons. Laboratory confirmed rabies viral antigens in multiple areas of the brain.

The 1 kidney recipient was a woman with ESRD caused by hypertension and diabetes. She had
postoperative complications and was discharged home on day 7. Twenty-five days after transplant, she
was admitted with right-side pain and underwent an appendectomy. Two days later, she developed
twitching and had increasing lethargy. Her mental status worsened rapidly and cerebral images two
weeks after admission indicated severe cerebral edema. She subsequently died.

The 2" kidney recipient was a man with ESRD. He suffered a brief complication by occlusions of an
artery graft leading to infarction of the lower pole of transplanted kidney. On day 12, he was discharged
to home. Twenty-seven days post transplant, he visited the emergency room with myoclonic jerks and
altered mental status. He was afebrile. His mental status deteriorated rapidly over the next 24 hrs. A



lumbar puncture revealed mild lymphocytic pleocytosis. Mental status continued to deteriorate leading
to respiratory failure requiring intubation. A repeat MRI performed 10 days after admission indicated
diffuse edema. The patient subsequently died.

In all three patients, histopathologic examination of the central nervous system tissue revealed
encephalitis; the diagnosis of rabies in all three recipients was confirmed. Rabies virus antibodies were
demonstrated in blood from two of the three recipients and the donor. Detecting rabies antibodies in the
donor suggested that he was the likely source of rabies transmission to the organ recipients.

This is the first documentation of cases of rabies virus transmission among solid organ
transplant recipients. Further investigations are on-going in Alabama, Arkansas, Oklahoma and
Texas to identify a source of exposure for the donor.

NOTE: Rabies is acute fatal encephalitis caused by the neurotropic virus. The majority of rabies cases
are caused by bites of a rabid mammal. Non-bite exposures including scratches, contamination of an
open wound or direct mucous membrane contact with infectious material, rarely cause rabies.
Following the incubation period (several weeks to months), the virus passes via the peripheral nervous
system and replicated in the central nervous system. Rabies can be prevented by administering post-
exposure prophylaxis (PEP); effective if given before the onset of clinical symptoms. The risk to
healthcare workers is low when Universal Precautions are used for handling blood and body fluids. All
potential organ donors in the United States are screened and tested to identify potential infection risks.
Organ procurement organizations are required to evaluate organ donor suitability. Lab tests for rabies
are not performed. CDC is working with federal and organ procurement agencies to review donor-
screening practices. Additional information: http://cdc.gov/ncidod/dvrd/rabies

QQD Cyclosporine: A Potential for Inappropriate Substitution
g By: Domenica Russo, PharmD, Transplant Pharmacist, VAMC Portland, Oregon
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Cyclosporine has been an important drug in immunosuppressive regimens since the mid-1980s. Its
original formulation, Sandimmune®, has variable and incomplete absorption with an oral bioavailability
of approximately 30%. A newer microemulsion formulation of cyclosporine [modified], marketed under
the brand name Neoral®, has increased bioavailability (~60%) compared to Sandimmune®. However,
even with the newer formulation, absorption is still variable and can be affected by many factors
including food, time from transplant, bile flow (only with Sandimmune®), and diarrhea. Due to
differences in bioavailability, Sandimmune® and Neoral® cannot be used interchangeably.

To confuse matters, there are now generic forms of both Sandimmune® (Apotex product) and Neoral®
(Gengraf™, SangCya™, and others). These generic products are AB-rated with their brand name
counterparts, which mean they are bioequivalent. The FDA determines bioequivalence when two
products have been proven not to differ in safety, efficacy, and bioavailability when administered at the
same dosages. If the brand of cyclosporine changes, providers should notify the transplant center.

Based on clinical evidence and favorable cost profile, VA nationally switched patients on Neoral® to
Gengraf™ early in 2003. Because Gengraf™ is bioequivalent to Neoral®, no additional lab monitoring is
necessary after conversion. However, Sandimmune® is NOT equivalent to Gengraf™ or Neoral®,
therefore these products should not be substituted. If a patient is switched from Sandimmune® to
Gengraf™, he or she can potentially be exposed to more drugs with the potential for toxicity. On the flip
side, a patient who is on a stable dose of Neoral® or generic equivalent who is switched to Sandimmune®
may be at risk for rejection due to the decreased bioavailability of Sandimmune®.


http://cdc.gov/ncidod/dvrd/rabies

For all the above reasons, it is imperative to continue a patient on the formulation of cyclosporine
prescribed by the transplant center. If a physician intends to switch a patient from Sandimmune® to
Gengraf™, increased therapeutic drug monitoring will be essential to prevent toxicity. Because the
transplant center specifies and adjusts immunosuppression for the patient’s life, it is important to
communicate these changes to the center. As healthcare professionals become aware of the differences
between different cyclosporine products, they play a key role in ensuring safe medication therapy in our
transplant patients.

Remember, Neoral® = Gengraf™  Sandimmune®!
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What is COLLAGE? COLLAGE is a Knowledge Management Product for Dispersed Communities of
Practice (CoP), sponsored by Dr. Frances Matt, COLLAGE Director. This system will enhance linking of
knowledge from all transplant networks throughout the transplant community to improve organizational
effectiveness and communication. Dr. Matt demonstrated this new technology on-line on 2 August for
interested transplant coordinators to evaluate its feasibility and utility to meet the knowledge
management needs for the Transplant CoP. Pam Hale RN, Chairman of the TCAG Educational Work
Group is excited about its possibilities to enhance training opportunities, sharing of knowledge
throughout the transplant community as well as sharing best practices, audiotapes of conference calls
and presentations. Soon she will gather those interested in further developing COLLAGE and use will
all those interested in serving our veterans with transplantation services.




U.S. Organ Transplant Games:

Marianne Mathewson-Chapman PhD, ARNP

During the weekend of July 31-1 Aug, US Transplant Games were held in
Minneapolis, Minnesota. Many of our veterans compete in these games and we hope

to develop sponsors for future competition in 2005. Please send us pictures and a
story of our veterans who compete and we will include in this newsletter. Recently in the news a 56 y/o
woman, a District of Columbia resident, with end-stage emphysema was staring at a future attached to
an oxygen tank. She received a lung transplant in 2002. At the 2004 US transplant Games, she will run
over 3 miles in the 5K and the 800 meter races and playing volleyball. This event will feature more than
2,000 athletes with transplants. To prepare for these games, she runs 1-3 miles six days a week and
weight training for five days a week. Her goal is to run the 5K, roughly 3.1 miles in 12 minutes. She

HIV+ Veterans and Organ Transplants

(AP/Wall Street Journal, 7/15)
Sara J. McVicker RN, MN

DID YOU KNOW: lllinois July 18, 2004, became the first state to pass a law that allows individuals with
HIV to donate organs to other HIV-positive patients. No donations can take place until current HHS
rules are lifted that bar the transfer of infected organs, but proponents of the measure say they soon will
begin working with the United Network for Organ Sharing (UNOS) to change the HHS regulations.
Current regulations, which bar infected organs from entering the pipeline, were put in place to protect
uninfected individuals form receiving HIV-infected organs. Critics say there are not enough controls in
place. Proponents say this will expand the base of potential donors and adds that “organs could
prolong the lives of people who already have HIV, many whom are living longer because of advances in
medicine.”

Lodging at VA Transplant Centers

A summary of lodging capabilities at each the of the VA Transplant Centers will be available in
the next issue of the Newsletter for liver, kidney, bone marrow, heart and lung transplants. This
will assist you in notifying your patients where they can stay for low or no cost for their
evaluations at pre and post-transplant periods.
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Transp 0s1tes

http://www.va.gov/transplants

http://vaww.va.gov/transplant

e Guidelines in preparing transplant packets

e  Transplant Brochure
http://www.donatelife.net

Q Details in becoming a donor.
http://www.optn.org/resources/

O Upcoming events with UNOS.
http://www.va.gov/directory/

O Refer to this website to get information from
a particular VA Facility.

< http://www.medscape.com

REMINDER: Conference Calls
VA National Transplant
Program
August 20" at 2:00pm ET
(Referral Process)
October 20™ at 2:00pm ET
WHO: VA staff involved in the
transplant process.
How: Agenda and dial-in
instructions are forwarded
to the transplant e-mail
group** approximately two

weeks prior to the call.
** e-mail your name to Valencia to be
a member of the e-mail group** and agenda
items.
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Upcoming Transplant Events and Conferences

B Primary and Ambulatory Care Conference: Aug 24-26, 2004
Omni Shoreham Hotel, Washington DC
http://Va.ww.sites.Irn.va.gov/vacatalog/cu_detail.asp?id=18664
*eekkkk Transplant Poster session and Transplant Panel
B 2004 Advanced Liver Disease Training Program Sept 19-21, 2004
Tropicana Hotel, Las Vegas, Nevada (702-739-2222)
*eeekkRepeat training opportunity from May conference

HOT TOPICS FOR FUTURE ISSUES

* ik

o Standardized Ordering Data Sets

o Developing a Electronic Transplant Referral Form

0 COLLAGE and Transplant Knowledge System for
Communities of Practice

0 Research Articles

0 Review Board News

Thank you for all the articles and abstracts you submitted for this newsletter.
The Editorial staff was able to summarize and edit to fit in the space allocated
for articles. Please limit articles to short summaries. In the near future you
will find this newsletter on the COLLAGE Transplant Web page.

We welcome your articles related to any current issues related to solid organ and
bone marrow transplants and psychosocial issues relating to the care of transplanted
veterans. Please contact Valencia Kelly at 202-273-8983 or e-mail your articles to
Valencia.Kelly@hg.med.va.gov. Since we will be expanding our coverage, please limit
articles to no more than two pages, which includes graphs or pictures. Thank You.
VA National Transplant Program News will be released guarterly.

Released during: MAY, AUG, NOV, FEB.

Submit articles by the 15" of APR, JUL, OCT, JAN

VA National Transplant Program
NEWSLETTER EDITORIAL BOARD
Editor in-Chief: Marianne Mathewson-Chapman PhD, ARNP, Clinical Program Manager
Editorial Board Brenda Salvas, Manager Liver, Kidney, Kidney-Pancreas
Beverly Zinicola, MT (ASCP), MPA Manager Heart/Lung/Bone Marrow
Valencia Kelly, Program Assistant....... 202-273-8983
Valencia.Kelly@hg.med.va.gov



http://va.ww.sites.lrn.va.gov/vacatalog/cu_detail.asp?id=18664
mailto:Valencia.Kelly@hq.med.va.gov
mailto:Valencia.Kelly@hq.med.va.gov

	A Publication of Medical /Surgical Services                 
	VA National Transplant Program Staff Members:  Phone—202-273


